head and the sensing end was positioned 1 inch into the 0.875 inch ID simulated oral cavity of the mannequin. Gas sampling was achieved through the line to the oxygen and CO 2 sensor (10 mL/min each) using a vacuum source. End tidal CO 2 (EtCO 2 ) values were set without the mask in place so as to simulate normal expected breathing. The CO 2 flow was set to the desired settings (Table 1) . Once CO 2 flow had been set to the desired EtCO 2 value, the mask was adjusted to the desired oxygen flow rate (2 L/min and 15 L/min, respectively) and placed on the mannequin head as designed. The system was allowed to equilibrate for at least 3 min before obtaining each reading. Each sample was tested three times. The mask was removed from the mannequin head completely and repositioned between each test. Each mask was tested at three different respiratory rates and minute volumes: 15 breaths/min, 20 breaths/min and 24 breaths/min. Each of these conditions were simulated at both 2 L/min of oxygen flow or 15 L/min of oxygen flow. There were a total of 36 tests (2 samples × 3 tests per sample × 2 oxygen flow settings × 3 respiratory settings = 36 tests total). After allowing each setting 3 min to equilibrate a full inhalation and exhalation CO 2 waveform, EtCO 2 and FiO 2 measurements were captured. Performance of each device was evaluated and qualified in terms of each mask's ability to clear CO 2 from the mask during exhalation. All equipment and laboratory processes met their specifications and requirements before and after testing. CO 2 measurements were calibrated before testing at 0% and 5%. Oxygen measurements were calibrated at 21% and 100% before testing. After testing, calibration curves were verified. The equipment list and patient simulation set-up are listed and described in Appendix 1, and Figures 1 and 2 , respectively.
Statistical analysis
All analyses were performed using SPSS version 20.0 (IBM Corporation, USA) for Windows (Microsoft Corporation, USA). Descriptive statistics were examined and reported for continuous data as means and SD. Differences between means were assessed using multivariate ANOVA to determine the effect of the three respiratory rates (15, 20 and 24 breaths/min) and two oxygen flows (2 L/min and 15 L/min) on four dependent variables. Significant differences among the covariates were assessed using Wilks' λ. All statistical tests were two-tailed and based on a 0.05 significance level. Table 2 summarizes combined mean data collected while testing both masks with oxygen flow rates of 2 L/min and 15 L/min and respiratory rates of 15, 20 and 24 breaths/min. Table 3 summarizes mean data for each individual test. The OxyMask delivered more or an equivalent amount of oxygen compared with the NRBM at the same conditions. The OxyMask resulted in lower or equivalent EtCO 2 levels compared with the NRBM at the same conditions. CO 2 levels dropped faster during exhalation with the OxyMask than with the NRBM. Performance of the two products tended to be farther apart at lower flow rates of oxygen. Significant differences among the covariates were noted (F=14.56; P<0.001; λ=0.332). When controlling for device flow and respiratory rate, there was a statistically significant effect on EtCO 2 (F=29.37; P<0.001), O 2 (F=24.17;P<0.001), inhaled O 2 (F=54.60; P<0.001) and percent drop in CO 2 (F=41.72; P<0.001).
RESULTS

DISCUSSIOn
Patient safety is paramount. It has been historically hypothesized that the use of an NRBM may be unsafe when certain elements exist that create conditions favourable for rebreathing CO 2 (7-10). The literature supporting this notion is virtually nonexistent. Our bench report comparing the Southmedic OxyMask TM and the Hudson RCI ® NRBM TM has taken a step toward answering this question. First, we chose parameters that were believed to be appropriate surrogates of common patient conditions. Inhaled and exhaled oxygen levels, as well as CO 2 levels, were measured. Subsequently, varying patient and equipment conditions were introduced by way of changing respiratory rates and oxygen flow rates. Higher oxygen flow rates (15 L/min) were chosen to simulate the standard practice with both masks. Lower oxygen flow rates (2 L/min) were used to simulate an inadvertent decrease from the standard. Increasing respiratory rates were tested to simulate a change in patient condition and minute volume. Our experiments demonstrated, that when the NRBM and OxyMask are used as per the standard (higher flows), they are safe oxygen delivery masks and deliver a relatively high and stable level of inspired oxygen. Additionally, CO 2 appears to be adequately cleared under these conditions. Alternatively, when tested at lower flow rates, the OxyMask appears to outperform the NRBM in terms of CO 2 clearance and at delivering inspired oxygen. There were limitations to the present study. Although the measurements obtained during these experiments show a statistical significance almost across the board in favour of the OxyMask at lower flow rates, the sample numbers are low and further evaluation may be helpful to suggest a change in safe practice. We believe that our data suggests that the Southmedic OxyMask may be a safer alternative to the Hudson RCI NRBM in which conditions exist that make inadvertent low oxygen delivery flows more likely to occur. 
